CARDIOLOGY CONSULTATION
Patient Name: Reneau, Allison
Date of Birth: 03/23/1960
Date of Evaluation: 07/31/2025
Referring Physician: Dr. Meaghan Coles
CHIEF COMPLAINT: A 65-year-old African American female referred for cardiovascular evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 65-year-old female who reports history of chest pain and aortic valve disorder. She reports intermittent chest pain which occurs on average monthly. Pain is possibly brought on by stress. She reports shortness of breath which occurs intermittently. She notes her symptoms mainly occur at nighttime.
PAST MEDICAL HISTORY:
1. Diabetes.

2. Hypertension.

3. Hypercholesterolemia.

4. Obesity.

5. Asthma.

6. Hernia of the abdominal/pelvic floor.

7. Diverticulitis.

PAST SURGICAL HISTORY: C-section in 1988.
MEDICATIONS: Humulin 50 unit injections b.i.d., Trulicity 4.5 unit injection weekly, metformin 500 mg; take two b.i.d., losartan 100 mg one daily, atenolol 100 mg one daily, aspirin 81 mg one daily, vitamin D 1000 units one daily, Lasix 20 mg one daily, albuterol two puffs p.r.n., and Advair Diskus two puffs p.r.n.
ADDITIONAL MEDICATIONS: The patient is taking include Singulair 4 mg one tablet h.s., atorvastatin 40 mg one daily, insulin glargine 20 units h.s., Humulin R U-500 60 units twice daily, cetirizine 10 mg one daily, famotidine 20 mg one daily, albuterol HFA two puffs into the lungs q.4h. as needed, hydrochlorothiazide 25 mg one daily, and Advair Diskus one puff into the lung b.i.d.

ALLERGIES: No known drug allergies.
FAMILY HISTORY: Mother died of congestive heart failure and diabetes. Father died with prostate cancer.
SOCIAL HISTORY: The patient denies cigarette smoking. Previously, drank alcohol, but none in 15 years. The patient denies drug use.
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REVIEW OF SYSTEMS:
Skin: She notes discoloration of the elbow.

Eyes: The patient has impaired vision and wears glasses.

Respiratory: She has history of bronchitis. She reports dry scratchy cough.

Cardiac: She notes chest pain.

Gastrointestinal: She notes nausea, antacid use and heartburn. She further reports constipation. She has history of hernia.
Musculoskeletal: She has hip pain.

Neurologic: She has headache and dizziness.

Psychiatric: She reports depression and insomnia.

Endocrine: She reports heat intolerance.

PHYSICAL EXAMINATION:
General: The patient is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 131/75, pulse 89, respiratory rate 20, height 64”, and weight 261.1 pounds.

DATA REVIEW: She apparently had a myocardial perfusion multiple SPECT scan on 08/24/2023. This revealed mild apical thinning, but no scintigraphic evidence of myocardial ischemia or scar. She has dyspnea, but is noted to have history of asthma.
She has multiple risk factors for coronary artery disease to include diabetes, hypertension, hyperlipidemia, and obesity.
PLAN: We will proceed with coronary CT angio. We will further proceed with echocardiogram.

Rollington Ferguson, M.D.

